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Among the complications of nose diseases, particularly
polypus, none is more common than ctstlima. About every
fifth case of chronic nose disease has or has had asthma, con-
tinuously or at periods. Frequently this asthma disappears
after removal of the polypi, even when they are very small.
Some patients were so sensitive to irritation in the nose that
they were seized with an attack of asthma when the cavity
of the nose was touched by instruments. I have seen the
most curious varieties of nose disease complicate asthma,
even a red thickening of the outer nose, in very abstemious,
regularly-living persons in good society. In strong men of
active habits the presence of polypi in the nose leads to
chronic congestion of the posterior parts of the lungs, for
which there is frequently no relief except the complete re-
moval of the nasal polypi. 

- - - - - -

The asthma is sometimes relieved by the careful use of
ammonic chloride and potassic iodide. But the iodide must
not be used when there is bronchitic complication. Here
the most useful remedy is the inhalation of the pyrolytic
vapours of extract of opium, of belladonna, of Indian hemp,
of hemlock, of hyoscyamus, of stramonium. All these
remedies have been used for a long time in one form or
another, though not in the form here alluded to. Most

patients of both sexes who came under my observation had
smoked stramonium leaves, or some little rolls of blotting-
paper in which a vestige of the solid contents of the tinc-
ture of these substance was contained. Some used prepara-
tions of vegetals impregnated with nitre and ammonic
chloride. These powders are burnt on a tray, and the smoke
is inhaled. It contains ammonic carbonate arising from the
double decomposition of the potassic carbonate formed from
the nitre with the ammonic chloride. These mixtures are
called " cures," but seem to me to be destitute of any real
alterative or symptom-relieving power.
The asthma accompanying nasal polypus may be inherited

by the offspring without the polypus, just as polypus alone is
sometimes inherited. Of the former I observed a remarkable
case some years ago. A strong man following an open-air
trade, had been suffering from gout and polypus, and intermit-
tently from asthma for twenty years. I removed the polypus,
and by medical treatment much improved the patient’s general
condition. I was thereupon called to see his two daughters,
who both suffered from periodical asthma. In the case of
the elder one the attack came on every fortnight or every
twenty-eight days, and lasted from one to three days. It
was bronchial spasm, causing noisy, heavy inspiration ; the
face was livid, and the pulse vacillating between fulness
and collapse; the patient could hardly speak a word ; lips
and tongue were dry, cracked, and fissured. Strong doses of
morphia alone relieved the disorder, and reduced its dimen-
sions and duration, if taken as soon as the premonitions
appeared. The asthma was subdued by a long course of
quinine and potassic iodide. The younger sister had a
spasmodic panting, resembling certain hysterical forms of
that neurosis. Its attacks were less regular and shorter
than those in the former case, and yielded to the same re-
medies. I have known polypus affecting three successive
generations ; in one instance, seven members of one family,
of whom I treated three, were said to be affected by it.
Pembroke-gardens. 
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(Concluded from p. 559.)

ENLARGEMENT of the head takes place only in children
whose cranial bones are not ossified. Their yielding sutures
allow the collection of a great deal of fluid, and the attain-
ment of large dimensions by the tumour. Similar enlarge.
ment may be produced by voluminous tumours-as hydatio
- of the cerebrum. The enlargement is then not always s(
symmetrical, and is more frequently associated with hemi
plegia.
When the various symptoms I have described are presen

we may diagnose with confidence-as was done in the threi
cases above-tumour of the cerebellum, but it must not be
understood that with tumour of the cerebellum these sym

ptoms are always present. I have seen cases of cerebellar
tumour without these localising symptoms, and in their
absence exact diagnosis is impossible.

In the present state of our knowledge it is impossible to
fix the exact position in the cerebellum occupied by a
tumour. A few years ago the same might be said regarding
the cerebrum. Detailed reports of post-mortem examina-
tions, and careful clinical records of cases of cerebellar
tumour are required, in order that the cerebellum may be
mapped out as is being done with the cerebrum. It is as a
contribution in this direction that I offer these cases.
As regards the nature of tumours of the cerebellum the

means at our disposal for its determination are very limited.
The cerebellum is a rather favourite seat of tubercular or
scrofulous cheesy tumours. Children are most liable to this
form of growth, and there is always a strong probability of
the tumour being of this character in the young. This pro.
bability amounts almost to a certainty when we have, either
in the child or the adult, signs of scrofula present. In Case 3
the diagnosis as to the position and nature was complete,
and in several other cases it has been equally correct.
Almost any kind of tumour may occur-glioma, psammoma
from the membranes, &c.,-but syphilomata in this position
I believe to be rare.
Though my subject is the diagnosis of tumours of the

cerebellum, I may be allowed to add a few remarks on the
physiological importance and significance of cerebellar
lesions. " The functions of the cerebellum form one of the
most obscure and disputed questions in cerebral physiology,"
says one who has done much to clear up the obscurity.’
Dr. Ferrier, in his valuable work, has given details regard.
ing his own, Flourens’, Hitzig’s, and other experimenters’
investigations into the functions of the cerebellum. Draw.
ing attention to the importance of, and at the same time
pointing out the difficulties in, distinguishing between the
effects of irritative and destructive lesions, he says, "When
the cerebellum is divided exactly in the median line in an
antero-posterior direction, it is found that the disturbances of
equilibrium, if any, are of no marked importance, and there
is none of the tendency to reeling or rotation which cha.
racterises undefined lesion of the organ. It is also found
that when lesions which are as nearly as possible sym
metrical on both sides are made, that the disorders of
equilibrium are also comparatively slight." In the .Medical
Mirror, Sept. 1st, 1869, Dr. Hughlings Jackson records a
case in which there were, fourteen days before death at
any rate, no symptoms referable to the cerebellum, although
there was a tumour in each lateral lobe. There was

paralysis of one arm owing to tumour of the hinder part of
the uppermost frontal convolution. Dr. Ferrier goes on

to say : ’’ When the lesions, however, are established un.
. 

symmetrically, or unilaterally, disorders of equilibrium are
, 

more manifest, and the equilibrium is overthrown in different
directions, according to the position of the lesion. When
the anterior part of the middle lobe of the cerebellum is

, injured, the animal tends to fall forward, and in its attempts
at locomotion usually stumbles or falls on its face (Flourens,
Renzi). When the posterior part of the median lobe of the
cerebellum is injured, the head is drawn backwards, and
there is a continual tendency to fall backwards on attempts
at locomotion. This fact I have determined by careful
experiment on a monkev."
In connexion with these disturbances of equilibrium con

sequent on lesions of the cerebellum, it has been noted that
temporary or permanent deviation of the optic axes occurs,
or some degree of nystagmus or oscillation of the eyeballs.
Thus Ferrier has shown that irritation of the middle lobe
produces simultaneously movements of the eyeballs and
head, and sometimes of the extremities also-just what is
observed in the tonic convulsions associated with cerebellar
disease.

Ferrier regards the cerebellum as a complex arrangement
of individually-differentiated centres, which in associated
action regulate the various muscular adjustments necessary
to maintain the equilibrium of the body; each tendency to
the displacement of the equilibrium round a horizontal,
vertical, or intermediate axis acting as a stimulus to the
special centre which calls into play the antagonistic or com-
pensatory action. Thus irritation of the anterior part of the
middle lobe produces backward movement of the head aud

1 Ferrier: Functions of the Brain. 1876.
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extension of the trunk and limbs, together with upward
movements of the eyes-actions which are to be regarded as
natural compensatory efforts to counteract a seeming rota-
tion forward on a horizontal axis ; whilst destruction of the
same part causes a tendency to fall backward. "In this
latter we see," says Ferrier, "both the negative effect caused
bv the removal of the one centre, and the positive effect
exerted by the unopposed and antagonistic centres."
The conditions may be compared to a driven horse. The

horse is kept straight by the rein of each side held equally
tight ; when one rein is let go the horse turns to the oppo-
site side by the negative effect of the slackened rein of one
side, and the positive and unantagonised effect of the un-
loosened rein of the other side. Imagine a rein in front and
behind, one for each side, and various other pairs in inter-
mediate positions, the horse will be kept straight by a
balance of antagonism of the several reins. Any slackening
of one or more reins will be met by the combined action of
the remaining unslackened reins. It will also be observed
that the effects of discharging and destructive lesions may
be the same ; thus pulling hard on the right rein and slack-
ening of the left rein will equally turn the horse to the right.
The lesions of disease are less exact than the electrode of
experimenters. So far as my observations go, we only have
backward movements (retraction of head and extension of
spine), with extension of legs and rigidity of arms, accom-
panied by movements of the eyeballs, whether the lesion
of the cerebellum is irritative or destructive, or whatever
part of the middle lobe is affected. Ferrier believes that
cerebellar co-ordination is independent of consciousness or
volition, yet in the normal state cerebellar activity is asso-
ciated with that of the hemispheres, so that lesions of the
cerebellum, whilst interfering with the mechanical adjust-
ments against disturbance of the bodily equilibrium, do not
cause paralysis of voluntary movements of muscles which
are concerned in these actions. The facts stated by Ferrier
on this point are in accordance with clinical observation-
at least as regards movements of the extremities. Any
directly paralytic affection of the extremities is due to
pressure on the parts adjacent to the cerebellum2&mdash;pons and
medulla-as pointed out by Vulpian, and as well il-
lustrated by my second case. Otherwise destructive
lesions of the cerebellum do not cause hemiplegia
or paraplegia. Ferrier believes that the loss of reflex

adjustment may be in time compensated for by an

acquired power of voluntary adaptation, and thus he recon-
ciles the facts of persistence of equilibration in an animal
whose cerebellum has been removed, or in a human being
when the cerebellum has undergone degeneration from a
slowly progressive lesion. It will be seen Ferrier attributes
the tonic convulsions and permanent rigidity noted in cere-
bellar lesions solely to cerebellar influence ; the negative
condition to paralysis of the parts governing the movements
in one direction, the positive condition to the unantagonised
parts governing movements in the reverse direction.

Dr. Hughlings Jackson has treated of the physiological
bearings of cerebellar disease in various places. He believes
that "in heal’h the whole of the muscles of the body are
doubly innervated-innervated both by the cerebrum and
cerebellum ; there being a co-operation of antagonism be-
twixt the two great centres. Whilst the cerebrum inner-
vates the muscles in the order of their action from the most
voluntary movements (limbs) to the most automatic (trunk),
the cerebellum innervates them in the opposite order. This
is also supposed to be the order of their degree of influence
on parts ; and is equivalent to saying that the cerebellum
iq the centre for continuous movements, and the cerebrum
for changing movements."3 In disease this co-operation of
antagonism is interfered with, and the influence of one
centre being removed, the unantagonised influence of the
other centre is permitted. Thus in hemiplegia of some
standing there often follows rigidity of the paralysed
muscles. The paralysis Dr. Hughlings Jackson would
ascribe to a lesion of the cerebrum, the rigidity to un-
opposed cerebellar influx ; for, as he lucidly points out,
whilst the primary cerebral lesion can account for the
paralytic element-the negative condition, it cannot (nor

, In the Medical Times and Gazette, Jan. 17th, 1865, Dr. Hughlings
Jackson records a case of tumour of the cerebellum which had com-
prc’-td the pons and crus cerebelli. He attributed the patient’s irre-
gular gait to pressure on these parts ; he did not then believe that lesions
of the cereliellum alone produced inco- ordination of movements. He
believes that tumour pressing on the crus cerebelli produces some para-
lysis on the same side of the body, as Brow n-S&eacute;quard long ago asserted. is Medical Examiner, April 5th, 1877, p. 271. ,

can the sclerosis in the lateral column) account for the tonic
contraction of the muscles-the positive condition. In
destructive lesions of the cerebellum he would ascribe the
weakness of the locomotory organs to loss of cerebellar
innervation over the trunk muscles, and the rigidity to un-
opposed cerebral influx. Hemiplegia is analogous to
paresis of the spinal muscles ; hemiplegic rigidity to cere-

bellar rigidity. It may be mentioned that he adopts a
similar explanation for the motor symptoms of Parkinson’s
disease (paralysis agitans). In this case a partial removal
of cerebral influence permits that approach to tonic con-

tractions which is seen in rhythmical tremor of the hands ;
on complete removal there is tonic contraction : in the spinal,
and some other muscles there is rigidity without prior
tremor, these being the parts the cerebellum in health in-
fluences most. In advanced cases there is universal rigidity
and an attitude, he says, somewhat like that of a weak
person going upstairs ; the attitude in the rigidity of cere-
bellar disease is a great exaggeration of that of a person
going downstairs. Much has, he thinks, yet to be done in
comparing and contrasting the rigidity which certainly occurs
with cerebral disease, and that which, quite as certainly,
sometimes occurs with cerebellar disease. Tetanus, which is
so closely simulated by cerebellar disease, Dr. Hughlings
Jackson would ascribe to discharge of some part of the cere-
bellum. Thereis, be thinks, a cerebellar rigidity analogous to
hemiplegic rigidity, and a cerebellar convulsion analogous
to cerebral convulsion. This view as to the two kinds of
convulsive seizures was first stated in his report of a case of
tumour of the middle lobe of the cerebellum, in the British
Medical Journal, Nov. 4th, 1871, where a rough comparison
and contrast is made betwixt tetanus and cerebral convulsion.
In the Medical Tintes, Oct. 26th, 1878, he institutes a more
elaborate comparison and contrast betwixt tetanus and
cerebral convulsion beginning unilaterally. In recording a
case of choreal movements and of "cerebellar rigidity" in
the British Medical Jottrnal, May 15th, 1875, he writes
" In some cases of disease of the middle lobe of the cere-
bellum, the patient lies on his back with his legs and feet
extended, the latter a little turned in ; the arm is acutely
flexed at the elbow, the wrist is flexed, and the palm is
turned towards the front of the upper arm. The head may
be thrown back." The case was one of tubercular menin-
gitis. The hypothesis of Dr. Hughlings Jackson is of the
highest importance, including as it does a physiological
principle of wide application. There are, I feel bound to
point out, a few practical difficulties to accepting this
hypothesis in toto, but I am quite prepared to have them
met by Dr. Hughlings Jackson when stated. In the first
place he has pointed out as the difference between cerebral
and cerebellar innervation, that from the former we have
changing movements, or, borrowing, with him, medical
terms to describe physiological conditions, clonic move-
ments ; whilst from the latter we have continuous, con-
fluent, or tonic movements. Now, on removal of cerebral
influx (as in hemiplegia with rigidity) there follows, ac-

cording to him, tonic contraction from unopposed cerebellar
innervation, and in destructive lesions of the cerebellum (as
extensive tumours) we have tonic contraction from unop-
posed cerebral innervation. It seems to me, admitting his
differences in character between cerebral and cerebellar in-
nervation, that the effects of removal of the control of either
is too much alike in kind. Again, the effect of discharging
and destroying lesions of the cerebellum is too much alike,
for in tetanus (discharging lesion) and in large cerebellar
tumours (destructive lesion) we have alike tonic contraction
of wide range; in the one from increased cerebellar discharge,
in the other from removal of cerebellar influence. Nowhere
else do we see such like effects from irritation and destruc-
tion of nervous centres. Irritate the cerebral cortex and
movements are produced; destroy it, and paralysis follows.
Next, if in hemiplegia the rigidity which sometimes super
venes is due to unantagonised cerebellar influence, how is
it that it takes so long to come into play ? why does it not
appear as soon as the cerebral influx is removed ? Dr. Hugh-
lings Jackson tells me that he cannot explain this, and admits
that his hypothesis is not, as yet, defensible all round. To
what does Dr. Hughlings Jackson attribute the rigidity of the
hemiplegic limbs coming on rapidly when a haemorrhage of
the corpus striatum breaks through into the lateral ventricle? 9
Whilst I point out these difficulties I must state that my
clinical experience is quite in accordance with that of
Dr. Hughlings Jackson. I have seen some tonic contraction
from subtentorial meningitis and small superficial cerebellar
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tumours, and from destructive lesions, such as large cere
bellar tumours and haemorrhage into the cerebellum.
Finsbury-square. 

_________

CASE OF ECTROPION TREATED BY A NASO
BUCCAL FLAP; AND OTHER CASES.1

BY SIMEON SNELL,
OPHTHALMIC SURGEON TO THE SHEFFIELD GENERAL INFIRMARY.

THE usual places from which flaps are taken in plastic
operations on the eyelids are the forehead and temple or
the upper part of the face, but the case I am about to relate
was an exceptional one, and required that the portion trans-
planted should be derived from a different locality.

J. W. 0-, sixteen years of age, is a subject oi

epilepsy, and on October 2nd, 1877, during a fit, he fell
into the fire and severely burnt the left side of his face and
head. The same day he was admitted into the Sheffield
General Infirmary under the care of my colleague Mr.
Barber. He made a good recovery, except that the left

upper eyelid remained completely everted ; and in March,
1878, Mr. Barber kindly transferred the case to me foi
further treatment.
His condition at the time mentioned was as follows. The

left upper eyelid was altogether turned inside out, and the
ciliary margin of it was drawn close up to the eyebrow and
firmly cicatrised; the conjunctiva thus displayed on the
inner surface of the lid was red, granular, and much
thickened; the cornea was exposed, and there was no
power of closing the eye. As a result of this want of pro.
tection there was some general conjunctival irritation. To
obviate this and to shield the unsightliness of the eye he
was compelled to cover it with a " shade." The skin also
over the forehead and towards. the left temple was exten-
sively cicatrised, and on the brow near the orbital margin
was a firm cicatricial band.

The boy’s appearance was certainly revolting, and naturally
he was desirous for something to be done to render it less
evidently so. The eye was, moreover, suffering somewhat
from exposure, and seemed almost to necessitate interference.
The scarred condition of the tissues in the localities gene-
rally selected for taking a flap from in such cases presented
a difficulty, as it appeared more than doubtful whether skin
in such a state, when transplanted, would maintain its
vitality. It was evident, also, that when the lid was re-

I Read before the Sheffield Medico-Chirurgical Society.

placed in its normal position, the gap resulting would be
considerable, and the flap necessary to fill it be large.
Whilst bearing these facts in mind, and considering

what would under the circumstances be the best procedure
to adopt, the published Transactions of the last International
Ophthalmological Congress were forwarded to me. Here I
found a description of the use in two cases of a naso-buccal
flap by Noyes of New York. In neither of these cases

"could the usual proceedings be employed, because there
was no tissue in the usual localities which could be utilised."
He further pointed out that it was possible to obtain a
flap fully three inches in length from the side of the nose
and cheek, which would be capable of maintaining its
vitality by a rich blood-supply derived from the vessels
coming out of the orbit, and more on the face from the free
inosculations between the terminal branches of the facial
with the nasal artery. It was thus evident that a flap large
enough for my purpose, and able to preserve its vitality,
could be procured from the naso-buccal region. I decided,
therefore, to adopt this plan, and accordingly, on March 25th,
1878, the operation was performed.
Chloroform having been administered, an incision was

made through the cicatrix binding the everted lid to the
eyebrow, and the tissues carefully divided until the eyelid
was able to be replaced in its normal position. Next, with
the object of shortening the palpebral fissure, the opposed
surfaces of the lids, at the external commissure, were pared
and the incisions continued outwards, so as to remove a
> piece of integument from the commissure itself. The
edges were then drawn together by sutures, which had the
effect also of keeping the lid in situ, but, to still further in.
sure this latter object, the margins of the lids were vivified
at two points, and were here united by fine sutures to cause
their temporary adherence. With the eyelid thus placed
again in its normal position, a large raw surface was the
consequence, measuring fully two inches in length and
one inch in width. To obtain integument sufhcient to
fill this big gap, it was necessary to mark out a flap
considerably larger, to allow for shrinking after dissection.
An incision was now carried obliquely downwards, from
the inner and lower margin of the raw surface on the
upper eyelid, over the face to just below the level of the
mouth, and rather more than two inches from the margin
of that orifice. It was then rounded and carried back again
over the nose at some little distance from its root. The
pedicle was thus a little narrower than the flap was in the
rest of its extent. The flap thus marked out was dissected
up, care being taken to leave all the vessels as far as possi-
ble uninjured, especially at the inner orbital angle. As at
first mapped out, the flap had measured three inches in
length by about one and a half in width. It was now found
to readily fill the rawed surface, and this without twisting.
It was secured with sutures with no apparent sign of ten-
sion. The thickness of the skin, with its subcutaneous fat,
occasioned a prominent and somewhat ugly appearance. It

may be mentioned that the facial vein disclosed whilst
raising the flap had been carefully dissected from it. Atten.
tion was now directed to the large and gaping wound left
on the face by the removal of the transplanted flap. The

edges were drawn together by three hare-lip pins, sutures

being also placed where necessary. In this manner the
wound was tolerably readily closed, and it was found to be
quite unnecessary to follow Noyes in his practice of render-
ing the closure of the gap more easy by carrying an incision
from the original wound below the lower eyelid and along
the zygoma, and dissecting up the cheek thus included in
these incisions. The operation was thus completed and
water-dressings were applied. The time occupied was one
hour and a quarter, and though this may seem considerable,
the operation is necessarily a tedious one, and there is a
great deal to be done. Noyes was engaged two hours in
each of his cases.
The next day a little duskiness showed itself at the ex.

treme edge of the flap at its outer side. On March 2;th the
sloughing had in no way extended, and appeared only super-
ficial. The pins were removed on the third dai- from the
facial wound, which was doing well. The sutures joining the
opposed surfaces of the lids to each other gave way without
producing the temporary adhesion that was desired. Granu-
lation set in at the margins of the flap. The patient rapidly
recovered, and in a few weeks left the infirmary. The fla, 

had, however, dropped somewhat at the pedicle end, and
had not become attached, as one wished, to the ciliary margin.
but had fallen over and become fastened to the upper part 01


